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Fact Sheet on Programmatic Example

{Note: this is just an example of the type of evidenced based or promising
practice that may implement all or part of a BSK strategy.)

Strategy to be Addressed:

Bulld Resiliency of Youth and Reduce Risky Behaviors; Domestic Violence Prevention
Program Name:

Cognitive Behavioral Intervention for Trauma in Schools (CBITS)

Fourth R - Skills for Youth Relationships

Brief Program Description:

CBITS - a school-based, group and individual intervention for students, with testing primarily in
grades three through eight, but expansion now to high school students. CBITS is designed to
reduce symptoms of post-traumatic stress disorder (PTSD}, depression, and behavioral
problems, and to improve functioning, grades and attendance, peer and parent support, and
coping skills among students exposed to traumatic life events, such as domestic violence,
physical abuse, accidents, community and school violence or a catastrophic event, such as a
natural disaster. CBITS uses cognitive-behavioral techniques (e.g., psychoeducation, relaxation,
social problem solving, cognitive restructuring, and imaginal exposure). The program includes
10 group sessions, one to three individual sessions with students, two parent sessions and a
teacher education session.

Fourth R - a school-based curriculum for youth designed to promote healthy and safe behaviors
related to dating sexuality and substance abuse. The curriculum is based on social learning
theory to improve students’ relationships with dating partners and peers and to avoid
symptomatic problem behaviors, inciuding violence and aggression. Each unit of the program
consists of seven classes of one hour and fifteen minutes each delivered by a weli-trained
teacher.

Prevention Results Achieved Elsewhere or in K.C. Pilot:

CBITS - Testing findings include significant reduction in PTSD symptoms; reductions in
symptoms of depression and psychosocial dysfunction.

Fourth R - Testing findings include reduction in dating violence and reduction in violent
delinguency, particularly in students with a history of childhood maltreatment.






Target Population and number of people served:

CBITS - Program can be used for students from grade three through high school. For each
school using the program, with one devoted mental health professional or well-trained social
worker to focus on the program, up to 30 CBITS groups can be run in a school district each year
{up to approximately 210 students). Students are screened into the program through a
screening assessment.

Fourth R - The Fourth R is designed to be used universally with all middle school and high
school students, but could be scaled in any manner desired.

Estimated Cost to Administer:

CBITS - The cost, including staffing at schools, is approximately $430 per student; and the cost
for 10 schools is approximately $905,500. The literature identifies the group sessions of the
program as capable of being covered by Medicaid; assuming this Medicaid coverage would
bring the cost down to approximately $400,000 per 10 schools.

Fourth R - The cost, including expenses for teacher training and curriculum materials, is
approximately $16 per student. To run the program in all schools in King County at the Middle
and High Schools would costs approximately $2 million per year; to run the program in the
entry level classes of these schools would cost approximately $600,000 per year.

Estimated Cost Savings to Community:

Several studies have found that the majority of children exposed to violence display symptoms
of post-traumatic stress disorder (PTSD), and a substantial minority develop clinically significant
PTSD. Exposure ta violence alone has several negative effects, including depression, behavioral
problems and violence, poor school performance, decreased 1Q and reading ability, lower grade
point averages and developmental problems, even if the children did not develop PTSD. These
programs have a proven track record of reducing symptoms of PTSD and depression and
improving psychosocial functioning, relationships and classroom behavior. These positive
impacts help to reduce much more costly behavioral problems, depression, etc., as cited above,
that may occur from exposure to violence. Cost modeling on the amount of cost savings for
these programs has not yet been completed.






INREP

O

SAMHSA's National Registry of
Evidence-based Programs and Practices

Cognitive Behavioral Intervention for Trauma in Schools (CBITS)

The Cognitive Behavioral Intervention for Trauma in Schools (CBITS) program Is a school-based group and Individual intervention designed
to reduce symptoms of posttraumatic stress disorder (PTSD), depression, and behavioral problems; improve peer and parent support;
and enhance coping skills among students exposed to traumatic life events, such as community and school violence, physical abuse,
domestic violence, accidents, and natural disasters. CBITS has been tested primarily with children in grades 3 through B, as in the three
studies reviewed in this summary. It also has been implemented with high school students. Students who have participated in CBITS
avaluations have been individually screened for trauma and/or were exposed to a catastrophlc weather event such as Hurricane Katrina.

CBITS relles on cognitive and behavioral theories of adjustment to traumatic events and uses cognitive-behavloral techniques such as
psychoeducation, relaxation, social problem solving, cognitive restructuring, imaginal exposure, exposure to trauma reminders, and
development of a trauma narrative. The program includes 10 group sessions and 1-3 Individual sessions for students, 2 parent
psychoeducational sessions, and a teacher educational session. It is designed for delivery in the school setting by mental health
professionals working in close collaboration with school personnel.

Descriptive Information

Areas of Interest

Outcomes
( )

Outcome
Categories

Ages

Genders

Races/Ethnicities

Settings

Geographic
Locations

Implementation
History

l«atl Funding/CER
‘Studies

Adaptations

Mental health promaotion

Review Date: March 2010
1: PTSD symptoms

2: Depression symptoms

3: Psychosocial dysfunction

Mental health
Social functioning

6-12 (Chiidhood)

Male
Female

Black or African American
Hispanic or Latino

White

Race/ethnicity unspecified

Schaool

Urban

Since it was first used in the 2000-2001 school year, CBITS has been iImplemented widely across the United
States and Is being actively disseminated through the National Child Traumatic Stress Network.
Implementation sites have been located in California, the District of Columbia, 1Hinols, Louisiana, Maryland,
Mississippl, Montana, Tennessee, and Wisconsin, among other States. Internationally, CBITS is being
Implemented in Australia, China, Guyana, and Japan.

Partially/fully funded by National Institutes of Health: Yes
Evaluated In comparative effectiveness research studies: Yes

CBITS has been adapted for use with traumatized Latino Immigrant children, and worksheets and parent
handouts have been translated into Spanish. The program also has been adapted for use in American Indian
reservation schoals to reflect the traditional culture and weliness practices of the participating tribes. In



addition, program worksheets have been adapted for use among low-literacy populations and youtly in loster

care,
Advarse Effacts No adverse effects, concerns, or unintended consequences were identifled by the developer,
IOM Prevention Selective (
Cntagorles Indicated

Quality of Research
Revlew Date: March 2010

Documents Reviewed
The documents below were reviewed for Quality of Research. The research point of contact can provide Information regarding the studles
reviewed and the availabllity of additional materials, including those from more recent studies that may have been conducted.

Study 1

Steln, B. D., Elliott, M. N., Tu, W., Jaycox, L. H., Kataoka, 5. H., Fink, A, et al. (2003). School-based Intervention for children exposed to
violence [Reply]. Journal of the American Medical Association, 200(19), 2542,

Study 2
Kataoka, 5. H., Stejn. B. D, Ja

t al, (2003), A school-based mental health program for

hild and Ado 1

veox, L, H., Wonga. M., Escudero, P, Tu, W., e
NHOrer] QuUrNdi 0 e _AMC g ACAULITY O

Study 3
Javeox, L. H. Cghen, ). A, Mannaring, A. P, Walker, D. W., Lanaley, A. K., Gegenhelmer, K. L., et al, (2010), Children’s mental health
care following Hurricane Katrina: A field trial of trauma-focused psychotherapies, Journal of Tra ymatic Stress, 23(2), 223-231, rel-

Supplementary Materials O

Foa, E., Johnson, K, M., Feeny, M, C., & Treedwefl, 1, 8, (20013, The Chiig PTSD Symptom Scale; A preliminary examination of its
psychometric properves, Journal of Clinical Child Psychology, 30(3), 376-384, neda

Jaycox, L. H.. Stein, B., Kataoka, 5., Wona, M., Fink, A., Escudera. P, et ol (2002}, Viglence exppsure, postiraumatic stress disorder,
and depressive symptoms amang recent immigrant schoolchildren. Journal of the Amenican Academy of Child and Adolescent Paychialry,

Morsette, A., Schuldberg, D., van den Pol, R., Swaney, G., & Stolle, D. {2009). Culturally Informed cognitive behavioral Interventions for
trauma symptoms: Group therapy in rural American Indian reservation schools, Manuscript submitted for publication.

Outcomes
i Outcome 1: PTSD symptoms

Description of Measures The Child PTSD Symptom Scale (CPSS), the children’s version of the Posttraumatic Diagnostic Scale
for Adults, was used to assess PTSD symptoms. The CPSS Is a 17-item self-report measure that
asks children to rate how often in the past month they were bothered by symptoms on a scale from
0 (not at all) to 3 (almost always), yielding a total score ranging from 0 to 51, with higher scores

indicating more PTSD symptoms.

In one study, 6th-grade students who reported exposure to violence and had clinically significant

PTSD symptoms (CPSS score > 14) were randemly assigned to a group receiving CBITS orto a

walt-list control group, After adjustment for baseline scores, the intervention group had a

significantly lower mean CPSS score at 3-month follow-up than the wait-list group (8.9 vs. 15.5; n |

< .001). The effect size for this finding was large (Cohen's d = 1,08). At 6-month follow-up, aft

the wait-list group cofnpleted the CBITS intervention, the difference between the Intervention ano O
walt-list groups' mean CPSS scores was no longer significant (8.2 vs. 7.2).

| Key Findings

In another study, students in grades 3-8 with trauma-related depression and/or PTSD symptoms
were compared after recelving CBITS or being placed In a wait-list control group. From baseline to 3
-month follow-up, the intervention group's mean CPSS score decreased significantly from 19 to 13
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Studies Measuring Outcome
Study Designs

Quality of Research Rating

{p < .001), while the walt-list group had a nonsignificant decrease from 18 to 16. In addition, In a
subsample analysis of students with clinlcally significant PTSD symptoms at baseline (CPSS score =
11), the improvement In nean CPSS score was significantly greater for the Intervention group (from |
20 to 13) than for the wait-list group (from 19 to 16; p < .05).

In a third study, students in grades 4-8 who reported significant levels of mental health symptoms
inctuding PTSD were randomly assigned to receive CBITS or Trauma-Focused Cognitive Behavioral
‘Therapy (TF-CBT). Mean CPSS scores Improved significantly from baseline to 10-month follow-up In
both groups, decreasing from 22.82 to 12.00 for the TF-CBT group {p < .01) and from 21.9B to
15.81 for the CBITS group {p < .001). While both treatments led to a slgnificant reduction of PTSD
symptoms, the difference between groups was not statistically significant.

Study 1, Study 2, Study 3
Experimental, Quasi-experimental

3.1 (D.0-4.0 scale) |

I Outcome 2: Depression symptoms

| Description of Measures

Key Findings

O

Studies Measuring Outcome
. Study Designs

Quality of Research Rating

Symptoms of depression were assessed ustng the Chitdren's Depression Inventory (CDI). The CDI

Is a 27-item self-report instrument that assesses cognitive, affective, and behavloral symptoms of
depresston in chiidren, Twenty-six of the 27 items were used; 1 item assessing suicidality was
removed at the request of school personnel, For each item, the child was asked to describe his or

her feelings during the past 2 weeks, with three possible response options assoclated with scores

of 0 (an absence of symptoms), 1 {mild symptoms), and 2 {definite symptoms). Scores range from |
0 to 52 points, with higher scores indicating more depressive symptoms,

In one study, 6th-grade students who reported exposure to violence and had clinically significant
PTSD symptoms (CPSS score > 14) were randomly assigned to a group receiving CBITS or to a
wait-list control group. After adjustment for baseline scores, the Intervention group had a lower |
mean CDI score at 3-month follow-up than the wait-list group (9.4 vs. 12.7; p = .014}, The effect
size for this finding was small (Cohen's d = 0.45). At 6-month follow-up, after the walt-list group |
completed the CBITS Intervention, the difference between the Intervention and wait-list groups' '
mean CDI] scores was no longer significant (9.0 vs. 10.0).

In another study, students in grades 3-8 with trauma-related depression and/or PTSD symptoms
were compared after receiving CBITS or being placed in a wait-list control group. From baseline to 3
-month follow-up, the intervention group’s mean CDI score decreased significantly from 16 to 14 (p
< ,001), while the wait list group's mean CDI score remalned unchanged at 16. In addition, in a
subsample analysis of students with clinlcally significant depression symptoms at baseline (CDI
score = 18), the improvement In mean CDI score at 3-month follow-up was significantly greater for
the intervention group (from 23 to 1B) than for the wait-list group {from 24 to 23; p < .05).

In a third study, students in grades 4-8 who reported significant leveis of mental heaith symptoms

| including PTSD were randomly assigned to receive CBITS or TF-CBT. Mean CDI scores improved

significantly for both groups from baseline to 10-month follow-up, decreasing from 15.43 to 11,14
for the TF-CBT group (p = 0.17) and from 13.40 to 9.7 for the CBITS group (p < .001)},

Study 1, Study 2, Study 3
Experimental, Quasi-experimental

3.0 (0.0-4.0 scale)

Outcome 3: Psychosocial dysfunction

cription of Measures

5 Key Findings

| |
Psychosocial dysfunction was assessed using the 35-item Pediatric Symptom Checklist {PSC). This |

instrument asks the child's parent to rate the frequency of the child's emotional and behavioral
prablems on a scale from 0 (never) to 2 (often), vielding a total score of 0 to 70 points, with higher
scores indicating greater dysfunction. |

Sixth-grade students who reported exposure to violence and had clinically significant PTSD



symptoms (CPSS score > 14) wera randomly assigned to a group recelving CBITS or to a walt-list
control graup. After adjustment for baseline scores, the Intervention group had a significantly lower
mean PSC score at 3-month follow-up compared with the wait-list group {12.5 vs. 16.5; p = .007}. |
The effect size assoclated with this finding was medium {Cohen's d = 0.77). At 6-month foltow-up,

after the wait-list group completed the CBITS Intervention, the difference between the intervention
and wait-list groups' mean PSC scores was no longer significant (9.4 vs. 8.9). ( >

Studies Measuring OQutcoma | Study 1
Study Designs Experimental

Quality of Research Rating 3.4 (0.0-4.0 scale)

Study Poputations
The following populations were identified In the studies reviewed for Quality of Research.

Race/Ethnicity

Study
i Study 1 | 6-12 {Chlldhcod) 556% Female 100% Race/ethnicity vnspecified
44% Male
Study 2 6-12 (Childhood) 50% Female 100% Hispanic or Latino
50% Male
| Study 3 6-12 {Childhood) 56% Female 48% White
44% Male 46% Black or African American

%% Hispanic or Latino
1% Race/ethnicity unspecified

Quality of Research Ratings by Criteria (0.0-4.0 scale)
External reviewers Independently evaluate the Quality of Research for an intervention’s reported results using six criteria: O

. Reliability of measures

. Validity of measures

. Intervention fidelity

. Missing data and attrition

. Potentlal confounding variables
. Appropriateness of analysis

B U o W N e

For more Information about these criteria and the meaning of the ratings, see Quality of Research.

Reliability | Validity

i af of | Missing |l Confounding | pata | Overall
Cutcome . Measures [ Measures | Fidelity i Data/Attrition ' Variables | Analysis | Rating
‘ 1: PTSD symptoms 4.0 4.0 2.0 3.0 2.0 3.5 3.1
2: Depression symptoms 4.0 3.5 2.0 3.0 2,0 3.5 3.0
| 3: Psychosocial dysfunction 3.5 4.0 3.0 3.5 2.5 4.0 3.4
Study Strengths

Relevant and psychometrically sound measurement Instruments were used in the studies. The measures have high fevels of reliabllity and
validity and have been widely used in other studies. Missing data were handled well and were factored Into analyses (e.g., analyses used
multipte Imputation; intent-to-treat was used In two of the studles). A varlety of analyses were used across the three studies, and th~

analyses generally were appropriate for the type of data collected. O

Study Weaknesses

Despite the availability of a treatment manual and clinician training, the methods used to assess intervention fidelity varled across the
three studies and averall were not systematically strong. Several Important confounding varlables were not resolved in the studies,
including baseline diffarences between completers and noncompleters, lack of blinding to treatment condition, a mixed approach to



making condition assignments, and differential attrition across treatment groups.

Readiness for Dissemination
Reviaw Date: March 2010

Q *arials Reviewed

t, Jaterlals below were reviewed for Readiness for Dissemination, The Implementation peint of contact can provide Information
regarding implementation of the intervention and the avallability of additional, updated, or new materials.
Cognitive Behavioral Intervention for Trauma In Schoofs Dissemination Toolkit
Jaycox, L. (2004). Cognitive Behavioral Intervention for Trauma In Schools. Longmont, CO: Sopris West Educational Services.
Program Web site, http://www.tsaforschools.org/index phpPoption=com_content&task=viewRid=81&Item|d=69

Readiness for Dissemination Ratings by Criteria (0.0-4.0 scale)
External reviewers Independently evaluate the intervention's Readiness for Dissemination using three criterla:

1. Avallability of implementation materlals
2. Avallability of training and support resources
3. Avallability of quality assurance procedures

For more information about these criterla and the meaning of the ratings, see Readiness for Rissemination.

Implementation ! Training and Support Quality Assurance Overall

Materials Resources Procedures Rating

4.0 4.0 35 3.8

Dissemination Strengths
Tentation materials are thorough and well developed. The manual and toolkit are easy to read, well organized, and clearly
rmatted. Detall Is provided on screening students for appropriateness for Inclusion in the program. Training packages are

“comprehensive and varied. The developers are clear about the skills and competences required by clinicians and supervisors wha

implement the program. Ongoing support Is provided via remote telephone consultatlon and an online peer support network and

rasource library. Several options for fidelity monitoring are described, including the scoring of live or audiotaped sessions, therapist self-

ratings, and supervision, and forms and rating instructions are included. Fidelity monitoring is stressed as an important component of

the program.

Dissemination Weaknesses

The quality assurance materials contain no cultural competency measurement component despite an emphasis on cultural adaptations of
the program. Further, there Is minimal explanation as to how supervisors should interpret the changes in participants' scores from pre-
to posttest and how they should analyze this information.

Costs

The cost Information below was provided by the developer. Although this cost information may have been updated by the developer since
the time of review, it may not reflect the current costs or availability of items {including newly developed or discontinued items). The
iImplementation peint of contact can provide current information and discuss implementation requirements.

Required by
Item | Description | Developer.
Manual %40 each Yes
Background reading Information Free No |

| otation materials Free No |

Qtuden:s and Trauma DVD $15 pach No i

! 2-day, on- or off-site training (includes pretraining 54,000 for 12-15 participants, plus travel No
consultation) expenses



Clinical consultation $200 per hour No

Fidelity checklists with Instructions Free No

Review of tape recordings for fidelity monlitoring $100 per hour No

Additional Information )
The cost of implementation can be calculated based on the salary of a full-time, school-based mental health professional who Is devoted

to delivering CBITS. One professional can screen students In the general school population and select students with elevated symptoms,
dellvering up to 30 CBITS groups per academic year (6-B students per group), for a total of about 210 students. Assuming an

approximate staffing cost of $90,000 per year for a full-Lime social worker, the estimated cost per participant is $430.

Replications
Selected cltations are presentad below. An asterisk indicates that the document was reviewed for Quality of Research,

Dean, K., Langley, A., Kataoka, 5., Jaycox, L. H., Wong, M., & Stein, B. D. (2008). School-based disaster mental health setvices: Ciinical,
policy, and community challenges. Professional Psychology: Research and Practice, 39(1}), 51-57.

Feldman, E. (2007). Implementation of the Cognitive Behavioral Intervention for Trauma in Schools (CBITS) with Spanish-speaking,
immigrant middle-school students: Is effective, culturally competent treatment possible within a public school setting? {Doctora!l
dissertation, University of Wisconsin-Madison, 2007). Dissertation Abstracts International, 68(A), 1325.

Jaycox, L. H., Langley, A. K., Stein, B, D,, Wong, M., Sharma, P., Scott, M., et al. (2009). Support for students exposed to trauma: A
pHot study. School Mental Health, 1(2}, 43-60.

Kataoka, S, H., fuentes, S.. O'Donoghue, ¥, P, Castilg-Campos. P.. Bonilla, A., Halsey, K. ef al. (2006). A communily participatory
research_partnership; The development of a falth-based intervention for children exposed to violence. Ethnicity & Disease, 1601 Supbl
1), 589-597, ok

Kataoka, S., Nadeem, E., Langley, A. K., Jaycox, L., Stein, B. D., & Wong, M. {in press). implementing school mental health program.. O
post-Katrina Louisiana: A focus group study. American Journal of Preventive Medicine.

Morsette, A, Swaney, G.. Stolle. 0., Schuldberg, D.. van den Pol, A., & Youna, M. (2009, Cognitive Behavioral Intervention for Trauma
in_Schoois (CBITS): School-based treatment on a rural American Indian reservation. Journal of Behavior Theraoy and Cxperimental

Psychiatry, 40(1), 169-178. i

Contact Information

To learn more about implementation, contact:
Audra K. Langley, Ph.D.

{310) 825-3131

alangley@mednet.ucla.edu

To iearn more about research, contact:
Lisa H. Jaycox, Ph.D.

(703) 413-1100 ext 5118
jaycox@rand.org

Consider these Questions to Ask (PDF, 54KB) as you explore the possible use of this intervention.

Web Site(s):

» hitp://www.cbitsprogram.org

This PDF was generated from http://nrepp.samhsa.gov/ViewIntervention.aspx?id=153 on 3/27/2015
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Cognitive Behavioral Intervention for Trauma in Schools (CBITS)

The Cognitive Behavioral Intervention for Trauma in Schools (CBITS) program |5 a school-based group and individuat intervention designed
to reduce symptoms of posttraumatic stress disorder (PTSD), depression, and behaviora! problems; improve peer and parent support;
and enhance coping skills among students exposed to traumatic life events, such as communlty and school violence, physical abuse,
domestic violence, accldents, and natural disasters. CBITS has been tested primarily with chitdren in grades 3 through B, as in the three
studies reviewed In this summary. It also has been Implemented with high school students. Students who have participated in CBITS
evaluations have been individually screened for trauma and/or were exposed to a catastrophic weather event such as Hurricane Katrina.

CBITS relies on cognitive and behavioral theories of adjustment to traumatic events and uses cognitive-behavioral techniques such as
psychoeducation, relaxation, social problem solving, cognitive restructuring, imaginal expasure, exposure to trauma reminders, and
deveiopment of a trauma narrative. The program includes 10 group sesslons and 1-3 individual sessions for students, 2 parent
psychoeducational sessions, and a teacher educational sesslon. It is designed for delivery In the schocl setting by mental health
professionals working in close collaboration with school personnel.

Descriptive Information

Areas of Interest Mental health promotion
| Outcomes Review Date: March 2010
i, Y 1: PTSD symptoms
( 4 2: Depression symptoms
3: Psychosoctal dysfunction

Outcome Mental health
Categories Soclal functioning
Ages 6-12 (Childhood)
| Genders Male
Female
Races/Ethnicities Black or African American
Hispanic or Latino
White
Race/ethnicity unspecified
Settings School
Geographic Urban
l.ocations

Since It was first used In the 2000-2001 school year, CRITS has been implemented widely across the United
States and is being actively disseminated through the National Child Traumatic Stress Network,
Implementation sites have been located in California, the District of Columbia, lllineis, Loulislana, Maryland,
Mississippl, Montana, Tennessee, and Wisconsin, among other States. Internationally, CBITS is being
implemented In Australla, China, Guyana, and Japan.

Implementation
History

Partially/fully funded by National Institutes of Health: Yes

[ 3+t Funding/CER
Evaluated in comparative effectiveness research studies: Yes

Studies

CBITS has been adapted for use with traumatized Latino Immigrant children, and worksheets and parent
handouts have been translated into Spanish, The program also has been adapted for use in American Indian
reservation schools to reflect the traditional culture and wellness practices of the participating tribes. In

| Adaptations



addition, program worksheets have heen adapted for use among low- lteracy populations and youth In foster

care,
Adverge Effects No adverse effects, concerns, or unintended consequences were identified by the developer.
1I0M Prevention Selectlve ( )
Categories Indicated

Quality of Research
Review Date: March 2010

Documents Reviewed
The documents below were raviewed for Quallity of Research. The research point of contact can provide information regarding the studies
reviewed and the availabllity of additional materials, Including those from more recent studies that may have been conducted.

Study 1

Stein, B. D., Elliott, M. N., Tu, W., Jaycox, L. H., Kataoka, 5. H., Fink, A., et al. (2003). School-based intervention for children exposed to
violence [Reply]. Journal of the American Medical Association, 290{19), 2542,

Study 3
Jaycox, L. H., Cohen, ), A, Mannarino, A, P, Walker, D, W., Langley, A, K., Gegenheimer, ¥, L. gt al. {2010). Children's mental health
care following Hurricane Katrina: A field trial of trauma- focused psychotherapies, Journal of Traumatic Stress, 23(2), 223-221, ™ A

Supplementary Materials

Foa, E., Johnsan, ¥, M., Feeny, N, C.. & Treadwell, i, R, (2001), The E 2 ; i ry examinaton af its
. s -

Jammmwmukuuﬂgmmmmwuumammtmm
| symptoms among rece nt immigrant schgalchildren. Joyeral of the American Academy of Child and Adolascent Psychiatne,

Morsette, A., Schuldberg, D., van den Pol, R., Swaney, G., & Stolle, D. {2009}, Culturally informed cognitive behavioral interventions for
trauma symptoms: Group therapy in rural American Indian reservation schools. Manuscript submitted for publication.

Outcomes

Qutcome 1: PTSD symptoms

The Child PTSD Symptom Scale (CPSS), the children's version of the Posttraumatic Diagnostic Scale
for Adults, was used to assess PTSD symptoms. The CPSS is a 17-item self-report measure that
asks children to rate how often in the past month they were bothered by symptoms on & scale from .
0 (nat at all) to 3 (almost always), yvielding a total score ranging from 0 to 51, with higher scores

indicating more PTSD symptoms.

Description of Measures

In one study, 6th-grade students who re;iorted exposure to violence and had clinically significant

PTSD symptoms (CPSS score > 14) were randomly assigned to a group recelving CBITS orto a
wait-list control group. After adjustment for baseline scores, the Intervention group had a

significantly lower mean CPSS score at 3-month follow-up than the walt-list group (8.9 vs. 15.5; n

< .001). The effect size for this finding was large (Cohen's d = 1.08). At 6-manth follow-up, aft

the wait-list group cofnpleted the CBITS intervention, the difference between the intervention ana O
wait-list groups' mean CPSS scores was no longer significant (8.2 vs, 7.2},

| Key Findings

In another study, students In grades 3-8 with trauma-related depression and/or PTSD symptoms
were compared after receiving CBITS or being placed in a wait-list control group. From baseline to 3
-month follow-up, the intervention group’s mean CPSS score decreased significantly from 19 to 13
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| Studies Measuring Outcome
| Study Designs

Quality of Research Rating
I

{p = .001), while the walt-lIst group had a nonsignificant decrease from 18 to 16, In addition, in a
subsample analysis of students with clinically significant PTSD symploms at basellne (CFSS score >
11), the improvement in mean CPSS score was significantly greater for the intervention group (from
20 to 13) than for the walt-list group (from 19 to 16; p < .05).

In a third study, students in grades 4-8 who reported significant levels of mental health symptoms
including PTSO were randomly assigned to recelve CBITS or Trauma-Focused Cognitive Behavioral
Therapy (TF-CBT). Mean CP55 scores improved significantly from baseline to 10-manth follow-up in
both groups, decreasing from 22.82 to 12.00 for the TF-CBT group {p < .01) and from 21.98 to
15.81 for the CBITS group (p < .001). While both treatments led to a significant reduction of PTSD
symptoms, the difference between groups was not statistically significant.

Study 1, Study 2, Study 3

Experimental, Quasi-experimental

3.1 (0.0-4.0 scale)

i Outcome 2: Depression symiptoms

i Description of Measures

Key Findings

O

¥
%

. Studies Measuring Outcome

Study Designs

:) scription of Measures

| Key Findings

| the intervention group (from 23 to 18) than for the walt-ist group (from 24 to 23; p < .05).

Symptoms of depression were assessed using the Children's Depression Inventory (CD1). The CDI1
Is a 27-item self-report instrument that assesses cognitive, affective, and behavioral symptoms of
depression in children. Twenty-six of the 27 items were used; 1 item assessing sulcidality was
removed at the request of school personnel. For each item, the child was asked to describe his or
her feelings during the past 2 weeks, with three possible response options assoclated with scores
of 0 {an absence of symptoms), 1 {mild symptoms), and 2 {definite symptoms). Scores range from
0 to 52 points, with higher scores Indicating more depressive symptoms,

In one study, 6th-grade students who reported exposure to violence and had clinically significant
PTSD symptoms (CPSS score > 14) were randomtly assigned to a group receiving CBITS or to a
wait-list control group. After adjustment for baseline scores, the Intervention group had a lower
mean CDI score at 3-month follow-up than the wait-list group (9.4 vs. 12.7; p = .014). The effect
size for this finding was small (Cohen's d = 0.45}. At 6-month follow-up, after the wait-list group !
completed the CBITS Intervention, the difference between the intervention and wait-list groups' .
mean CDI scores was no longer significant (9.0 vs. 10.0).

In another study, students in grades 3-8 with trauma-related depression and/or PTSD symptoms
were compared after recelving CBITS or being piaced in a wait-list control group. From baseline to 3
-mornth follow-up, the intervention group's mean CDI score decreased significantly from 16 to 14 (p
< .001), while the wait list group's mean CDI score remalned unchanged at 16. In addition, in a
subsample analysis of students with cilnically significant depression symptoms at baseline (CDI

score = 18), the Improvement in mean CDI score at 3-month follow-up was significantly greater for |

| In a third study, students in grades 4-B who reported significant levels of mental health symptoms
including PTSD were randomly assigned to recelve CBITS or TF-CBT. Mean CDI scores improved

: Quality of Research Rating 3.0 (0.0-4.0 scale)

significantly for both groups from baseline to 10-month follow-up, decreasing from 15.43 to 11.14 I
for the TF-CBT group (p = 0.17) and from 13.40 to 9.72 for the CBITS group (p < .001),

Study 1, Study 2, Study 3

Experimental, Quasi-experimentat

. Outcome 3: Psychosocial dysfunction
t

Psychaosocial dysfunction was assessed using the 35-item Pediatric Symptomn Checklist (PSC). This
Instrument asks the child’'s parent to rate the frequency of the child's emotional and behavioral
problems on a scale from 0 (never) to 2 (often), yielding a total score of 9 to 70 points, with higher |
scores indicating greater dysfunction. !

Sixth-grade students who reported exposure to violence and had clinically significant PTSD



symptoms {CPSS score > 14) were randomly assigned to a group recelving CBITS or to a walt-list
control group, After adjustment for baseline scores, the intervention group had a significantly lower
mean PSC score at 3-month follow-up compared with the walt-list group {12.5 vs, 16.5; p = .007).

The effect size assoclated with this finding was medium {Cohen’s d = 0.77). At 6-month follow-up,

after the walt-list group completed the CBITS intervention, the difference between the Intervention .
and wait-list groups' mean PSC scores was no longer significant (9.4 vs. 8.9). )

Studies Measuring Qutcome  Study 1
Study Designs Experimental

Quality of Research Rating 1.4 (0.0-4.0 scale)

Study Populations
The following populations were identified In the studies reviewed for Quality of Research.

Gender Race/Ethnicity
. Study 1 | 6-12 (Childhood) | 56% Female 100% Race/ethnicity unspecified
44% Male
Study 2 6-12 (Childhood) 50% Female 100% Hispanic or Latino
50% Male
Study 3 6-12 (Chiidhood) 56% Female 48% White
44% Male 46% Black or African American

5% Hispanic or Latino
1% Race/ethnicity unspecified

Quality of Research Ratings by Criteria (0.0-4.0 scale)
External reviewers independently evaluate the Quality of Research for an intervention's reported results using six criteria: O

1. Reliability of measures

2. Valldity of measures

3. Intervention fidelity

4, Missing data and attrition

5. Potential confounding variables
6. Appropriateness of analysis

For more information about these criteria and the meaning of the ratings, see Quality of Research.

| Reliability | Validity | i

_ of of Missing Confounding | Data Overall

Outcome Measures || Measures | Fidelity | Data/Attrition Variables | Analysis : Rating
| 1: PTSD symptoms 4.0 4.0 2.0 3.0 2.0 3.5 3.1
2: Depression symptoms 4.0 3.5 2.0 3.0 2.0 3.5 3.0
3: psychosaocial dysfunction 3.5 4.0 3.0 3.5 2.5 4.0 3.4

Study Strengths

Relevant and psychometrically sound measurement instruments were used in the studies. The measures have high levels of reliability and
validity and have been widely used In other studies. Missing data were handled well and were factored into analyses (e.g., analyses used
multiple Imputation; Intant-to-treat was used In twa of the studies}. A variety of analyses were used across the three studies, and th-

analyses generally were appropriate for the type of data collected. O

Study Weaknesses

Desplte the availability of a treatment manual and clinician training, the methods used to assess intervention fidelity varied across the
thres studies and overall were not systematically strong. Several important confounding variables were not resolved in the studies,
including baseline differences between completers and noncompleters, lack of blinding to treatment condition, a mixed approach to



making condition assignments, and differential attrition across treatment groups.

Readiness for Dissemination
Review Date: March 2010

"arials Reviewed
Ti. aaterials below were reviewed for Readiness for Dissemination. The implementation point of contact can provide Infarmation
regarding implementation of the intervention and the availabHity of additional, updated, or new materials.

Cognitive Behavioral Intervention for Trauma In Schools Dissemination Toolkit
Jaycox, L. (2004). Cognitive Behavioral Intervention for Trauma in Schaols. Longmont, CO: Sopris West Educational Services,
Program Web site, http://www.tsaforschools.org/Index. php?option=com_contentitask=viewkid=818Itemid=69

Readiness for Dissemination Ratings by Criteria (0.0-4.0 scale)
External reviewers independently evaluate the Intervention’s Readiness for Dissemination using three criterla:

1. Avallability of implementation materials
2. Avatlability of training and support resources
3. Availability of quality assurance procedures

For more information about these criteria and the meaning of the ratings, see Readiness for Disseminatton.

Implementation Training and Support Quality Assurance Qverall

Materials | Resoutces Procedures Rating

4.0 4.0 3.5 3.8 J

T N —

bissemination Strengths
O Tentation materials are thorough and well developed. The manual and toolkit are easy to read, well organized, and ctearly
rmatted. Detail {s provided on screening students for appropriateness for Inclusion In the program. Training packages are
comprehensive and varied. The developers are clear about the skills and competences required by clinicians and supervisars who
implement the program. Ongoing support is provided via remote telephone consultation and an online peer support network and
resource |Ibrary. Several options for fidelity monltoring are described, including the scoring of live or audiotaped sessions, therapist self-
ratings, and supervision, and forms and rating instructions are included. Fidaiity monitoring is stressed as an important component of

the program.

Dissemination Weaknesses

The quality assurance materials contain no cultural competency measurement companent despite an emphasis on cultural adaptations of
the program. Further, there is minimal explanation as to how supervisors should interpret the changes in participants' scores from pre-
to posttest and how they should analyze this information,

Costs
The cost Information below was provided by the developer. Although this cost information may have been updated by the developer since

the time of review, it may not reflect the current costs or availability of items (including newly developed or discontinued ltems). The
implementation point of cantact can provide current information and discuss Implementation requirements.

Required by
Item Description Devecloper

i Manua! $40 each Yes ,
f Background reading information Free No ||
| ntation materials Free No |
tudents and Trauma DVD $15 each No l
{
2-day, on- or off-site training {inc/udes pretraining $4,000 for 12-15 participants, pius travel No |

consultation) expenses [



Clinical consultation %200 per hour No
Fidelity checkilsts with instructions Free No
Review of tape recordings for fidelity monitoring $100 per hour No i )

Additionnl Information

The cost of implementation ¢an be calculated based on the salary of a full-time, school-based mental health professional who is devoted
to delivering CBITS. One professional can screen students In the general school population and select students with elevated symptoms,
delivering up to 30 CBITS groups per academic year (6-8 students per group), for a total of about 210 students. Assuming an
approximate staffing cost of $90,000 per year for a full-time social worker, the estimated cost per particpant Is $430.

Replications
Selected citations are presented below. An asterisk indicates that the document was reviewed for Quality of Research,

Cohen, ). A, Javcox, L, H., Mapnd 2 angley, A g 23
h.a.t".é-l

Dean, K., Langley, A,, Kataoka, S., Jaycox, L. H., wong, M., & Steln, B. D. {2008). School-based disaster mental health services: Clinical,
policy, and community challenges. Professional Psychology: Research and Practice, 39(1), 51-57.

Feldman, E. (2007). Implementation of Lhe Cognitive Behavioral Intervention for Trauma In Schools (CBITS) with Spanish-speaking,
immigrant middle-school students: 15 effective, cultu rally competent treatment possible within a public school setting? (Doctoral
dissertation, University of Wisconsin-Madison, 2007). Dissertation Abstracts International, 6B{A), 1325.

Jaycox, L. H., Langley, A, K., Stein, B. D., Wong, M., Sharma, P., Scott, M., et al. (2009). Support for students exposed to trauma; A
pllot study. School Mental Health, 1(2), 49-60.

MmmmimMMMa faith-based interveation for children exposed to violence, Ethnigity & Disease, 16(1 Supol.
]l Saﬂ_ssz aa i

Katacka, S., Nadeem, E., Langley, A. K., Jaycox, L., Stein, B. D., & Wong, M, (In press}. Implementing school mental health program..O
post-Katrina Louisiana: A focus group study. American Journal of Preventive Medicine.

Morsetie, A., Swaney, G., Stolle, D, Schuldberg, D., van den Pol. R, & Young, M, {2009). Cognitive Behavioral Intervention for Trauma

in_Schoots (CRITSY; School-based tregtment ongar yral American ndian reservation. Joum al of Benavior Theragy and Experimeantal
psychiatry, 40(1), 163-178 W

Contact Information

To learn more about implementation, contact:
Audra K, Langley, Ph.D.

(310) B25-3131

alangley@mednet.ucia.edu

To learn more about research, contact:
Lisa H. Jaycox, Ph.D.

(703) 413-1100 ext 5118
jaycox@rand.org

Consider these Questions to Ask {PDF, 54KB) as you explore the possible use of this intervention,
Web Site(s):

« http://www.chitsprogram.ora

This POF was generated from http:llnrepp.samhsa.gov/VlewIntervantion.aspx?!d=153 on 3/27/2015
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Fourth R: Skills for Youth Relationships

The Fourth R: Skills for Youth Relationships is a curriculum for Bth- and 9th-grade students that is designed to promote healthy and sale
behaviors reiated to dating, bullying, sexuality, and substance use. Based on social learning theory and grounded In stages of social
development, the Fourth R focuses on improving students' relationships with peers and dating partners and avoiding symptomatic
problem behaviors {(e.g., viclence, aggression).

The Fourth R is composed of three units: (1) personal safety and injury prevention, {2) healthy growth and sexuality, and (3) substance
use and abuse. Each unit contalns seven 75-minute classes, which ara delivered by trained teachers and Integrated Into the school's
standard health and physical educatlon curriculum. The Fourth R engages students with exerclses to define and practice the rights and
responsibliities associated with healthy relationships. The curriculum includes many examples of the types of conflicts faced by teens on a
dally basis, and examples of both peer and dating conflicts are used concurrently (where possible) so that youth who are not dating will
find the material relevant. The Fourth R makes extensive use of role-playing, with feedback from peers and teachers, to increase students
Interpersonal skills and problem-solving abilities. Boys and girls participate in slightly different exercises and actlvities, which are intended
to raise their level of awareness of social norms and minimize gender-based defensive or hostile reactions.

Descriptive Information

| Areas of Interest Mental health promotion
Substance abuse prevention

( | .comes Review Date: February 2011
| 1: Physical dating violence
2: Condom use
3: Violent delinquency

Outcome Violence
Categories
| Ages 13- 17 (Adolescent)
Genders Male
Fernale

Races/Ethnicities Non-U.S. population

Settings School

Geographic Suburban

Locations Rural and/or frontier

Implementation Implementation of the Fourth R began in 2004, and the program is used in more than 1,200 schools (1,000 in
History Canada and 200 in the United States), reaching more than 100,000 students each year.

In Canada, the Fourth R has been implemented in Alberta, British Columbia, Manitoba, Newfoundland,
Northwest Territories, Nova Scotia, Nunavut, Ontaric, Saskatchewan, and Yukon. In the United States, the
program has been implemented in Alabama, Alaska, Californla, Calorado, Florida, Idaho, Ilinols, Kansas,
Massachusetts, Michigan, Missouri, New York, North Dakota, Ohio, Oklahoma, Rhode Island, Texas, and
Washington. Four U.S, sites are using the program as part of the Robert Wood Johnson Foundation's Start
Strong teen dating violence prevention initiative: Boise, Idaho; Bronx, New York; Providence, Rhode Island,;
and Wichita, Kansas. The Fourth R also has been implemented in Australia, Portugal, and Spain.

Two evaluations of the Fousth R have been conducted in Canada, and a third evaluation is being conducted in
the United States.



NIH Funding/CER  Partlally/fully funded Ly Natlonal Institutes of Health: Yes

Studies Evaluated in comparative effectiveness research studies: No

Adnaptations The Fourth R has been adapted for use with Canadian Aboriginal populations {e.g., First Nations, Métis, Inuit), |
Catholie school students, and students in alternative education settings. Program materials have been (
translated into French, Portuguese, and Spanish.

Adverse Effects No adverse effects, concerns, or unintended consequences were |dentified by the deveioper.

I0M Prevention Universal

Categorles

Quality of Research
Reaeview Date: February 2011

Documents Reviewed
The documents below were reviewed for Quality of Research. The research point of contact can provide Information regarding the studies
reviewed and the avallability of additional materials, including those from more recent studies that may have been conducted.

Study 1

Walfe, D, A, Cropks, C., Jaffe, P., Chiodo, D., Hughes, B, Ellis, W., et al, {2009). A school-based prooram to prevent acglescent dating
violence; A cluster randomized trial, Archives of Pediatrics and Adolescent Medicing, 163(8), 692-699, "R O

Supplementary Materials
Wolfe, D, A, Scott, K., Reitzel-Jatfe, D., Wekerle, C.. Grasley, C.. & Straatman, A.-L, (2001}, Development and validation of the Conflict
1n Adolescent Dating Relationships loventory, Psvchological Assessment, 13(2), 277-293, "

Outcomes

Outcome 1: Physical dating violence

Physical dating violence (PDV) was assessed using 8 items from the Conflict in Adolescent Dating
Relationships Inventory {CADRI), a self-report measure. Students responded to each Item with
"ves" or "no" to indicate behaviors they had used in the past year toward a boyfriend/girlfriend while
they were having an argument, angry at one another, or having a fight. PDV was Indicated If the
student responded with "yes" to one or mare of the items that invalved physical abuse or threats
to harm (e.g., "I pushed, shoved, or shook him/her," "I threatened to hurt him/her"}.

Description of Measures

Key Findings Participating public schools in Ontario, Canada, were randomiy assigned to an intervention group,
which received the Fourth R, or to a control group, which received the school's standard grade 9
health and physical education curriculurn, Findings at the 2.5-year follow-up inciuded the following:

» A smaller percentage of students in the intervention group reported engaging in PDV in the
past year compared with students in the control group (7.4% vs. 9.8%; p = .05).

= A smaller percentage of male students in the Intervention group reporied engaging in PDV in
the past year compared with male students In the control group {2.7% vs. 7.1%; p = .002).

« Similar percentages of female students in both groups reported engaging In PDV In the past
year {11.9% for the intervention group and 12.0% for the control group).

Studies Measuring Qutcome = Study 1 O
! Study Designs Experimental

Quality of Research Rating 3.0 (0.0-4.0 scale)



L Outcome 2: Condom use

Description of Mcoasures Condom use was assessed using a question from the University of Victoria's Healthy Youth Survey
Only sexually active students responded to this question, and condom use was defined as the male
always wearing a condom.

Key Findings Participating public schools in Ontario, Canada, were randomly assigned to an intervention group,
which recelved Fourth R, or to a control group, which recelved the school's standard grade 9 health

{ and physical education curriculum. Findings at the 2.5-year follow-up inciuded the following: |

| * A larger percentage of sexually active male students In the Intervention group reperted

| | condom use compared with sexually active male students in the control group (68% vs. 59%,;

| p < .01).

+ However, a smaller percentage of sexually active female students In the intervention group
reported partner condom use compared with sexually active female students in the control
group {44% vs. 51%,; p < .01).

Studies Measuring Outcome = Study 1

| Study Designs Experimental ﬂ
i.

Quality of Research Rating 2.6 (0.0-4.0 scale)

Outcome 3: Violent delinquency

Description of Measures Vipolent delinquency was assessed using 8 items from the Canadian National Longitudinal Survey of |
Children and Youth. Students indicated whether they engaged in any of the following behaviors over
the past 3 months: (1) “fought with someone to the point where they needed care for their !
injuries," {2) "been in a fight where you hit someone with something other than your hands,” (3)

"carried a knife for the purpose of defending yourself or using It in a fight,” (4} "carrled a gun other

Q than for hunting or target shooting," (5) "carried any other weapoen such as a stick or club,” (6)

"threatened someone in order to get their money or things,” (7) "tried to force someone to have

| sex with you," and (B) "set fire on purpose to a building, car, or something else not belonging to |

you." Students who indicated that they engaged in at least two of theze behaviors were classified

| as exhibiting viclent delinquency. Data were then statistically analyzed to detarmine the risk of

_ violent delinquency. |

| Key Findings Participating public schools in Ontario, Canada, were randomly assigned to an intervention group, :

| which received Fourth R, or to a control group, which received the school’s standard grade 9 health |
| and physical education curriculum, Findings at the 2,5-year follow-up indicated that among students
with a history of childhood maltreatment, those in the intervention group had a 3% risk of violent
delinquency and those in the control group had a 46% risk of violent definquency (odds ratio =
0.66; p < .05).

Studies Measuring Outcome | Study 1
Study Designs Experimental

Quality of Research Rating 2.8 (0.0-4.0 scale)

Study Populations
The following populations were identified in the studies reviewed for Quality of Research,

Gender Race/Ethnicity

l {
13-17 (Adolescent) 53% Female { 100% Non-t.5. population

|
wdy 1 |
47% Male

Quality of Research Ratings by Criteria (0.0-4.0 scale)
External reviewers independently evaluate the Quality of Research for an intervention's reported results using six criteria:




Reillabllity of measures :
. Valldity of measures

. Intervention fldelity

. Missing data and attrition

Potentlal confounding varlables ( )
Appropriatencss of analysis i

G B o N

For more Informatlon about these criteria and the meaning of the ratings, see Quality of Research.

i Sl
Reliabllity || Validity

[ .
1 I '
of of } Missing | Confounding Data |overall
Outcome I Mensures | Measures || Fidelity, | Data/Attrition | Varinbles Analysis ! Rating
| 1: Physical dating violence 3.0 3.0 2.5 2.8 3.0 4.0 3.0
2: Condom use 2.0 2.0 2.5 2.0 3.0 4.0 2.6
3: Violent delinquency 2.0 3.0 2.5 2.5 3.0 4.0 2.8

Study Strengths

Research established the psychometric properties of the CADRI items, which had good test-retest reliabllity and convergent/divergent
validity. Teachers participated In a training workshop and recelved detalled lesson plans, training videos, role-play demonstrations, and
individual feedback from an experlenced educator, Self-report fidelity checklists completed by teachers indicated that 89% of the
ntervention lessons were completed. Participating schools were stratified by size and location before randomization. Intent-to-treat
analyses were conducted with ali participant data. Separate analyses were conducted with a subsample of students who had been dating

in the year before the follow-up.

Study Weaknesses

Classroom sessions were not observed by an Independent rater for fidelity. Student data were collected by self-report only. Analysis
Indicated that students lost ta attrition (12% of the sample) were more llkely to be male and more likely to report problem alcohol use
introducing potential confounds. O

Readiness for Dissemination
Review Date: February 2011

Materials Reviewed
The materials balow were reviewed for Readiness for Dissemination. The Implementation point of contact can provide information
regarding Implementation of the intervention and the availability of additional, updated, or new materials.

Gibbings, P., Crooks, C., & Hughes, R. (2009}, Youth Safe Schools Committee manual: A guide for the creation and operation of a
committee of students who support and encourage healthy-living choices among teens. London, Canada: Centre for Addiction and Mental

Health, Centre for Prevention Science,
Program Web site, http://www.youthrelationships.org
The Teen Files Serles {4 DVDs]:

» Binge drinking blowout. {1929).
» Smoking: Truth or dare? {2000).
» The truth about drugs. {1399).
« The truth about sex. (2000).

Wolfe, D., Crooks, C., Hughes, R., & Jaffe, P. (2009). Youth Relationships Program: Featuring the Fourth R for Healthy Relationships: A
relationship- based program for 8th grade physical and health education. Londan, Canada: Centre for Addiction and Mental Health, Centre

for Pravention Sclence,

Wolfe, D., Crooks, C., Hughes, R., Jaffe, P, & Chiodo, D, (2010). Master trainer manual. 4R: Strategles for healthy youth relationshir
Lendon, Canada: Centre for Addiction and Mental Health, Centre for Prevention Sclence, Includes:

» Master Trainer Manual [CD-ROM]
» Media Viclence: Understanding Media Literacy, a Guide for Parents [Pamphlet]

e Strategies for Healthy Youth Relationships [Pamphlet]
« Wolfe, D. A. (2007). What parents need to know about teens: Facts, myths and strategies. Toronto, Canada: Centre for Addiction

and Mental Health,



Other iImplementation materials:

* Name the Violence (Headings/Scenarios) [Laminated cards]
* Qulz (Fact or Myth?) [Trade cards)
* Role-Play Fxamples [DVD}
Skills for Effective Relationships [2 DVDs]
youth Relationships Program Handouts, Overheads, Parent Newsletters, and Unit Test [CD-ROM])

Readiness for Dissemination Ratings by Criteria (0.0-4.0 scale}
External reviewers independentiy evaluate the intervention's Readiness for Dissemination using three criterla:

1. Avallability of implamentation malerlals
2. Avallabliity of training and support resources
3. Availability of quality assurance procedures

For more Information about these criteria and the meaning of the ratings, see Readiness for Dissemination.

Implementation | Training and Support Quality Assurance | Overall

Materials i Resources Procedures Rating

. 4.0 4.0 4.0 4.0
Dissemination Strengths

Comprehensive grade-specific Implementation materials include DVDs, CD-ROMs, and a detailed manual. Each lesson is sequenced and
Includes objectives, learning strategies, and overheads. Role-playing Is used for practicing skills, The Master Trainer Manual includes a
training agenda, coples of training slides with detailed notes, model role-play scripts, and background information. On-site trainings for
teachers and master trainers are offered; trainings Include an opportunity for participants to provide feedback to each other during role-
play scenarios and to the trainer via a feedback form. A fidelity checklist for each component, a student satisfaction survey, and a teacher

implementation guestionnaire are avallable to support quality assurance.
Q mination Weaknesses
0 weaknesses were identified by reviewers,

Costs

The cost Infarmation below was provided by the developer. Although this cost Information may have been updated by the developer since
the time of review, it may not reflect the current costs or availability of items (including newly developed or discontinued items). The
implementation point of contact can provide current Information and discuss implementation requirements.

Requirad by

Item Description 0 i Developer

| Fourth R Currlcutum Binder, for teachers (includes cards; a DVD with rale-play %135 per binder Yes
examples; two DVDs with skilis for effective relationships; and a CD-ROM with
handouts, overheads, a unit test, and other resources for printing)

[
| 4-DVD Teen File Serles: $325 per sat Mo

» Binge Drinking Blowout
s Smoking: Truth or Dare?
The Truth About Drugs
The Truth About Sex

Youth Safe Schools Committee Manual %25 each No
| * day, off-site teacher training workshop $150 per person No
_D‘L-day, on-site teacher training workshop $1,500 for 25 particlpants No ,
! plus trainer travel |
| expenses

1.5-day, on-site master trainer training $12,500 for 25 No
| participants plus trainer



Master Tralner Manual (includes fidelity checklists)

2-tay, on-site consultation

Phone and emal support
Student Satisfaction Questionnalre

Teacher Implementation Questionnalre

Additional Information

travel expenses
4150 each

$2,000 plus travel
expenses

Free
Free

Free

No

No

No

No

No

In the study reviewed by NREPP, approximately 1,700 students participated In the program, at an average cost of $16 per student, This
amount included expenses for teacher release time for training and the cost of curricutum materials.

Replications
No replications were Identified by the developer.

Contact Information

To learn more about implementation, contact:
Shanna Burns, M.Ed.

+ 5198585154

shanna_burns@camh.net

To learn more about research, contact:
David A. Wolfe, Ph.D., CPsych

+ 5198585161

dawolfe@uwo.ca

Conslder these Questions to Ask (PDF, 54KB) as you explore the possible use of this intervention.

Web Site(s):

» hitp;//www.vouthrelationships.org

This PDF was generated from http://nrepp.samhsa.gov/ViewlIntervention.aspx?id=207 on 3/27/2015



